uninsured adults. Officials predicted most Medicaid applications will come via statebased Exchanges (32%), navigators (23%), or directly to Medicaid (45%); none thought Healthcare.gov would be the primary means of Medicaid enrollment. Over 95% think expanded coverage will improve beneficiaries' health care and health. 57% expect the expansion to produce state savings; however, 29% expect net costs to their state over the next decade. 73% viewed it as "possible" or "likely" that the federal government will reduce the federal share of costs due to budget pressures. Lack of specialists accepting Medicaid (50%) and coverage churning (45%) were described as the most likely potential barriers to care. States are taking a range of approaches to facilitate enrollment and promote continuity of coverage between Medicaid and Exchanges.
I. INTRODUCTION
As of November 2013, 26 states have chosen to expand Medicaid under the Affordable Care Act (ACA) to individuals up to 138% of the federal poverty level. 1 In these states, Medicaid agencies are facing one of the largest implementation challenges in the program's history. We undertook a survey of high-ranking Medicaid officials in these states to assess their priorities, expectations, and programmatic decisions related to the coming expansion.
The Medicaid expansion poses major challenges in the domains of enrollment, management of health care costs, and providing adequate access to services for beneficiaries. Previous research documents that millions of individuals eligible for Medicaid are currently not enrolled and remain uninsured, 2 suggesting that state outreach strategies may underpin the success or failure of the ACA's coverage expansion. With the problematic launch of the federal Marketplace in October 2013, concerns have grown about the ability of states and the federal government to enroll eligible individuals. 3 New enrollment among previously-eligible individuals (the so-called "woodwork effect" or "welcome-mat effect") also may have major budget implications for states, since they will have to pay a larger share of costs for this group. 4, 5 More generally, with spending on Medicaid increasing significantly in recent years, cost projections and approaches to managing program costs are critical and have played a key role in states' debates over whether to expand Medicaid in 2014. 6 Lastly, recent studies have demonstrated Medicaid's value in expanding access to needed services, with somewhat conflicting results regarding its impact on various health measures. [7] [8] [9] At the same time, the program is faced by ongoing limitations in terms of the number of providers willing to care for Medicaid patients [10] [11] [12] and potential disruptions in coverage over time under the ACA, as patients cycle in and out of Medicaid eligibility. 13, 14 While the Center for Medicare and Medicaid Services (CMS) has recently put out guidance to states on potential options to mitigate the impact of such coverage churning, as well as to increase enrollment more generally, 15 it remains unclear how many states are pursuing various options along these lines.
With major policy changes underway for nearly all aspects of the Medicaid program, understanding the perspectives of state leaders is critical. One recent article examined governors' perspectives on the Medicaid expansion, 6 but in this study, we targeted state Medicaid directors to focus on those officials actively supervising the details of implementation, who may be closest to the everyday operational realities of the expansion. Two recent reports featuring surveys of Medicaid officials have focused on fiscal concerns and issues of integration of care. 16, 17 Our study aims to build on this body of knowledge in the context of the quickly-changing political environments at the state and federal levels, while covering a more comprehensive set of policy issues.
Furthermore, by focusing specifically on those experiences of officials in states expanding Medicaid for 2014, we were able to explore in more depth the specific policies states are pursuing in the areas of outreach and enrollment, cost control, and improving access to care for newly-eligible adults.
Overall, our key findings -described in Section III -show that Medicaid officials in expanding states were optimistic about the success of enrollment efforts, with community-based assistance predicted to play a large role in ensuring high enrollment rates. However, state officials expressed concerns regarding costs to the state budget and remaining barriers to accessing care for newly-eligible beneficiaries. Officials unanimously reported a heavy reliance on delivery system and payment reform to help control costs, with managed care also playing a key role. Despite implementation challenges, Medicaid officials surveyed in our study predicted that the expansion will deliver positive effects on health, access to care, and financial protection for those newlyeligible for Medicaid coverage.
II. METHODS

A. Study Design
We used a structured in-depth survey of Medicaid directors in states expanding Medicaid in 2014 to investigate key policy issues relating to the expansion. We contacted the current Medicaid directors in all 26 expanding states including Washington D.C. (see Appendix for list of expanding states), in cooperation with co-investigators at the Center for Health Care Strategies, a non-profit organization that provides technical assistance to state Medicaid officials across the country. Respondents were first contacted with general information about the study and informed that participation was voluntary and confidential. After respondents consented, they were sent the survey and invited to participate in a telephone call to review their responses.
We obtained responses from 23 of 26 states (88% response rate), with interviews conducted between July 8 and November 5, 2013. All but two interviews were completed before the ACA's open enrollment period began on October 1. In 18 states (78%) we spoke with the Medicaid director, and in the remaining five (22%) we spoke with other high-ranking Medicaid officials appointed by the director to complete the survey. To protect confidentiality, we are unable to provide further details on the official titles or state of origin for each respondent. Our study was exempted from review by the Harvard Institutional Review Board, since it consisted of interviews with public officials about their public roles.
B. Survey Development
Topics selected for inclusion in the survey were based on major policy challenges in Medicaid identified in prior research, 2,4,7-14,18-20 and a series of semi-structured interviews conducted from December 2012 to February 2013 with six Medicaid directors who had previous experience implementing coverage expansions. 21 Survey domains included outreach efforts and predictions regarding enrollment; the role of pre-existing state programs as a basis for the Medicaid expansion; cost-control mechanisms and budget projections; potential barriers to care for new enrollees; and major implementation challenges (See Appendix for survey instrument). The survey was pilot-tested with two former Medicaid directors and refined based on multiple rounds of feedback.
C. Data Analysis
We analyzed survey responses using descriptive statistics of frequencies and means. Results are based on the total number of respondents to each item; the denominator for each question excludes item non-response. For several variables of interest, we conducted bivariate analyses based on policy-relevant characteristics, such as the state's expected budgetary impact of the expansion, and whether states will have state-run versus federally-assisted Exchanges under the ACA 22 (the federal Exchange was recently renamed a Marketplace, though our survey instrument referred to "Exchanges," so we primarily use that terminology here). We tested for bivariate associations in the survey responses using chi-square tests for categorical data and Wilcoxon rank-sum tests for ordinal data.
D. Limitations
Our analysis has several limitations. The first is the small sample size. While our survey attained a very high response rate (88%) in a time of tremendous time constraints on state officials, we were restricted by the number of states expanding Medicaid for 2014. Thus our results are primarily useful at a descriptive level, with limited power for identifying statistical significance. Second, many survey questions asked about officials' perceptions or projections for the Medicaid expansion. Such responses are subjective and may not have been supported by actual data; but they provide a useful portrait of the perceptions of state Medicaid leaders and may be prescient in identifying key challenges in the ACA expansion.
Lastly, despite the assurance of confidentiality and questions designed to be neutral, social desirability bias may have affected officials' responses. This may have been particularly the case when considering questions that could cast their programs or states in a negative light, or undermine political support for their policies. Nonetheless, the officials surveyed offered numerous examples of concerns or challenges they are facing in their program, suggesting that most respondents were not providing an overly varnished view of the Medicaid expansion.
III. RESULTS
A. Enrollment in the Medicaid Expansion
Overall, predictions of enrollment were optimistic. Table 1 summarizes responses regarding the coverage impacts of the expansion. 76% of respondents estimated that between half and three-quarters of newly-eligible uninsured adults in their state will sign up for Medicaid. Two states predicted that 76-90% will participate, while three predicted enrollment will be under 50%. The vast majority of state Medicaid officials (73%) reported that they also expect "moderate" or "large" enrollment increases among individuals previously eligible for Medicaid that had not yet signed up for the program (the woodwork effect).
The majority of states (55%) have pre-existing state-funded insurance programs for low-income adults that will be partially or fully replaced by the Medicaid expansion in 2014. Half of these states have small programs, comprising less than 25% of their Medicaid expansion; however, four states expect that the majority of new enrollment in Medicaid in 2014 will come from transferring individuals enrolled in pre-existing programs.
When asked what single factor will have the largest impact on whether newlyeligible individuals enroll in Medicaid in their state, 59% of officials indicated "active outreach and community-based application assistance, " while 18% answered public education efforts. Figure 1 presents policies that states are employing to encourage enrollment, with new information technology (IT) systems (100%), use of administrative data to reduce paperwork burden on applicants (91%), and use of enrollment facilitators (86%) the most common approaches.
Overall, officials expect most Medicaid applications to come via state-based Exchanges (32%), navigators / outreach assistance (23%), or directly to Medicaid (45%); none expected Healthcare.gov to be the primary means of Medicaid enrollment. Table 2 shows the expected paths of enrollment for new applicants, depending on each state's Exchange type. All states with federally-facilitated or partnership Exchanges expect direct applications to the Medicaid agency to be the primary enrollment pathway. In contrast, states with state-based Exchanges expect that most applicants will come via their Exchange or navigator / outreach assistance.
B. Costs of the Medicaid Expansion
The majority of officials (57%) predicted that the Medicaid expansion will result in savings for their state's budget over the next decade when factoring in offsetting savings in uncompensated care and pre-existing state-funded insurance programs. 14% predicted budget neutrality, but a sizable minority (29%) expect increased state spending on Medicaid ( Figure 2 ).
We probed the reasons for these predictions, based on the components of potential state costs -reduced spending on uncompensated care, the extra expenses engendered by the woodwork effect, replacement of state-financed insurance programs with federal Medicaid dollars, and expectations about federal spending on Medicaid over the next decade. Table 3 presents these results for the full sample, and Table 4 presents them stratified by each state's predicted overall budget impact.
The sharpest difference underlying distinct budget expectations for the expansion was the perceived likelihood that the federal government will cut the Federal Medical Assistance Percentage (the "match rate") promised in the ACA due to budget pressures over the next decade. Overall, 73% of officials said such a cut is "possible," "somewhat likely," or "nearly certain." This figure was 100% among officials predicting state costs to increase under the expansion (including one official who felt it was "nearly certain"), versus 58% among those expecting budget savings (p=0.02).
Other cost-related differences in responses were suggestive but not statistically significant. Among states expecting net savings, 67% have pre-existing programs that will substitute federal dollars for state funds in 2014, compared to only 33% among states predicting net costs from the expansion (p=0.18). 100% of states expecting higher costs under the expansion envision at least a "moderate" woodwork effect, compared to 58% among states expecting budget savings from the expansion (p=0.17). Expected reductions in state spending on uncompensated care were similar for the two groups.
In terms of cost-containment, 95% cited new payment models or new care delivery models as one of the two most promising ways to control program costs. The most common examples mentioned were patient-centered medical homes, accountable care organizations (ACOs), and improved coordination of services for dually-eligible individuals enrolled in both Medicaid and Medicare. 55% of respondents viewed Medicaid managed care as a promising way to reduce costs. Officials reported that the vast majority of the newly-eligible population in their states will be enrolled in Medicaid managed care, with 11 states reporting that between 76 and 99% of new beneficiaries would be in managed care, and 9 states predicting 100% in managed care. Zero respondents identified cutting reimbursement to providers or limiting covered benefits as key cost-control options. Table 5 presents responses regarding the expected impact of the expansion on access to care for low-income Americans. Officials were nearly unanimous that expanded Medicaid would help families pay their bills (95%), improve access to care (95%), improve health (100%), and reduce the burden of uncompensated care on providers (100%). When asked about potential adverse effects of the Medicaid expansion, 14% said it could foster dependency, and 36% said it has the potential to "overload the health care system" and make it harder for other insured individuals to get needed care.
C. Access to Care
When asked to name up to two potential barriers to care for new Medicaid beneficiaries in their state, the most common answers were a lack of specialty providers accepting Medicaid (50%) and disruptions in coverage over time (45%). A smaller share (27%) cited a lack of primary care providers accepting Medicaid, and 18% indicated that "cultural or non-economic barriers" -such as language differences and attitudes towards health care -could interfere with access to services. 23% predicted no major access barriers for Medicaid beneficiaries in their states.
With regard to the ACA's 2013-2014 increase in primary care payment rates in Medicaid, the consensus among 67% of officials was that this policy would only produce a "small increase in the number of providers" accepting Medicaid in their states, with 24% predicting no impact at all, and only 10% expecting large increases in provider participation in Medicaid. While disruptions in coverage over time were an important concern, 64% of officials agreed with the statement that enrollment and coverage in 2014 between Medicaid and the Exchange will be "well-integrated" in their state (71% for state-based Exchanges, 50% for the federal Exchange, p=0.28). Figure 3 shows that states have taken a variety of approaches to address the impact of churning on continuity of coverage and care. 85% plan to extend Medicaid coverage through the end of the month for people transitioning to Exchange plans, which many states were already doing in their standard managed care contracts. 61% said that they have encouraged the same plans and insurers to participate in both Medicaid and the Exchange, and 43% have encouraged plans to adopt consistent provider networks across the different programs. More dramatic steps were being considered by a smaller number of states. Five states plan to adopt 12-month continuous eligibility for adults in Medicaid via an 1115 waiver, an option recently announced by CMS. 15 
D. Implementation Challenges
As shown in Table 6 , when asked to identify the top two implementation challenges faced by their state, the most common responses from Medicaid officials were creating information technology systems to process applications (59%), coordinating coverage with the Exchanges (41%), and outreach and enrollment efforts (32%). Fewer officials identified delays in policy or legislative decision-making (14%) and converting to the Modified Adjusted Growth Income (MAGI) eligibility standard (14%) as key challenges.
IV. DISCUSSION
In this survey of Medicaid directors and other program officials in states expanding Medicaid in 2014, we explored these officials' intimate knowledge gained from overseeing state programs and their responsibility for programmatic success. In their responses to a wide-ranging exploration of current policy issues, we found a mix of cautious optimism and significant concerns. We expected officials in these states to be quite positively disposed towards the benefits of Medicaid expansion, but the picture that emerged was more nuanced. Expectations are optimistic regarding the law's impact on coverage and access to care, but potential fault lines emerged related to the expansions' costs.
Nearly three-quarters of state officials think it possible, likely, or nearly certain that the federal government will scale back its funding commitment, ultimately requiring greater expenditures by states to cover newly-eligible individuals. For 2014-2016, the ACA requires the federal government to pay 100% of these costs, making it nearly impossible for state costs to increase in the short-term, other than via a large woodwork effect. 25 While the ACA federal share is scheduled to decline to 90% by 2020, this is still far higher than the traditional Medicaid match rate, which currently ranges from 50 to 75% depending on the state. Though Congress has never voted to cut the match rate (and has raised it temporarily on several occasions, most recently during the 2009 recession), the issue has become a point of contention among state and federal leaders debating the Medicaid expansion. 6 Costs were not the only concern. A significant minority worried about deleterious impacts on access to care for previously insured populations, as the system strains to absorb additional demand from new beneficiaries. Similar concerns were voiced for previous coverage expansions, though one recent study of Medicare beneficiaries in Massachusetts found no adverse impact of that state's expansion in 2007. 26 Officials also worried about the availability of specialist physicians in Medicaid (and to a lesser extent primary care physicians). Few believed that the ACA's primary care payment increase would have a significant impact, consistent with preliminary reports of limited effectiveness. 27 These results suggest that payment changes alone (especially of a temporary nature) may be inadequate to increase the supply of physicians willing to treat patients with Medicaid, and other studies have shown that non-financial factors -such as administrative hassles and the social and clinical complexity of patients -also deter physicians from participating in Medicaid. 28 Finally, officials anticipate challenges for beneficiaries based on frequent eligibility changes for Medicaid and Exchange coverage, as family incomes fluctuate.
Despite 64% of respondents indicating that the Exchanges and Medicaid will be wellintegrated in their states, many officials reported that coordination between Medicaid and the Exchange was a major implementation challenge. States are planning a variety of policies to improve continuity of care, ranging from encouraging the same health plans to participate in both markets to 12-month continuous eligibility for adults or the creation of a Basic Health Program in 2015. This variation in policies presents an important opportunity for future research to elucidate which approaches are most effective at promoting stable coverage over time.
There were also areas where state Medicaid leaders were quite optimistic about the expansion. Predictions of enrollment among uninsured individuals were mostly between 50% and 75%. Enrollment estimates among eligible adults prior to the ACA range from 60% to 67%, 2,19 but this includes significant numbers of disabled people who traditionally have higher participation rates. 29 Thus, state officials predict enrollment among non-disabled adults who will make up the bulk of the expansion 30 to be relatively high compared to past experience. These high projections may be in part because more than half of these states are not starting from scratch, instead converting previous state- Meanwhile, the most commonly-voiced implementation challenge was the difficulty creating information technology systems to process applications, a concern that has proven prescient given the poor performance of the federal Exchange during the initial open enrollment period. However, a silver lining is that none of these officials (all but two of whom were surveyed prior to October 1) reported that they were expecting most Medicaid applications to come via Healthcare.gov, instead either coming via State Exchanges or applications directly to the Medicaid agency. These predictions suggest that challenges experienced by the federal government's website likely will have much less impact for 2014 on Medicaid enrollment, compared to Exchange coverage.
In the domains of costs and access, state officials were bullish on Medicaid managed care. Most states reported that the vast majority of new enrollees will be in managed care, and not a single official voiced a concern that managed care networks or cost-sharing would pose significant barriers to care for beneficiaries. Furthermore, more than half of officials viewed the expansion of managed care as a key element in costcontrol. While consistent with national trends regarding the expansion of Medicaid managed care, this enthusiasm is not yet matched by the evidence, which has been equivocal on whether managed care reduces Medicaid costs. 18 Finally, despite the focused areas of concern discussed above, officials were nearly unanimous that overall the Medicaid expansion would significantly improve lowincome adults' access to care, health, and financial circumstances.
In conclusion, as roughly half of the nation prepares to expand Medicaid to millions of Americans in 2014, both challenges and opportunities abound. In many states embarking on the expansion, high-ranking state Medicaid officials remain concerned about the expansion's impact on state spending, especially the possibility that the federal government will not maintain its promised share of costs. In this context, one key federal approach that could bolster state efforts is escaping the current cycle of fiscal crises that cast uncertainty over future federal commitments. State officials also identified several potential barriers to care for individuals once enrolled in the program, such as the availability of participating specialists in Medicaid and disruptions in insurance over time. Meanwhile, officials are optimistic about their states' ability to get the majority of individuals enrolled in coverage, despite concerns about information technology.
Overall, states are exploring a range of policy options to address these multifaceted concerns. As the expansions take effect over the coming years, future research will be critical to evaluate and improve upon these initial efforts.
Expanding States
The following 26 states (including the District of Columbia, which we refer to as a "state" for brevity) comprised the study sample. Medicaid directors in each state were invited to participate in the survey. 23 of the 26 states ultimately participated in the study (response rate 88.5%). 
Arizona
Survey Instrument
Note: This is the full survey instrument, excluding the description of the study and background information for participants. Not all items below were presented in the paper due to space constraints. Currently, only about 60-70% of adults who are currently eligible for Medicaid are enrolled in the program. Some have predicted that many uninsured but eligible individuals are likely to enroll in 2014, sometimes called the "woodwork effect." Which of the following most closely matches your perspective on this issue in your state? (Choose ONE option): a. "I do not expect that the ACA will bring previously eligible individuals into Medicaid." b. "I expect that the ACA will bring a small number of previously eligible individuals into Medicaid." c. "I expect that the ACA will bring in a moderate number of previously eligible individuals into Medicaid." d. "I expect that the ACA will bring in a large number of previously eligible individuals into Medicaid." Predicted impact of the ACA on Medicaid enrollment among previously-eligible uninsured individuals (the "woodwork effect") -No effect 0 (0%) -Small number of previously eligible individuals will enroll 6 (27%) -Moderate number of previously eligible individuals will enroll 15 (68%) -Large number of previously eligible individuals will enroll 1 (5%)
State has a pre-existing state-or locally-funded insurance program for low-income adults that will be replaced by the ACA expansion -Yes 12 (55%) -No 10 (45%)
Of those with pre-existing programs, percentage of 2014 expansion enrollment expected to come from individuals currently in those programs -Less than 25% 6 (50%) -Between 25% and 50% 2 (17%) -Between 51% and 75% 3 (25%) -More than 75% 1 (8%)
Most important determinant of take-up among newly-eligible individuals -Active outreach and community-based assistance with applying 13 (59%) -Public education 4 (18%) -Adequate staffing to handle application volume 3 (14%) -Ease of application process 1 (5%) -Quality of the Medicaid program 0 (0%)
Medicaid department staffing and resource adequacy for 2014 † -Agree that staffing and resources are adequate 13 (59%) -Disagree that staffing and resources are adequate 4 (18%) -Neither agree nor disagree 5 (23%)
Primary expected pathway for Medicaid enrollment in 2014 -Through the state Medicaid agency 10 (45%) -Through the Exchange 5 (23%) -Through navigators or other application assistance services 5 (23%) -Through single integrated Medicaid-Exchange interface* 2 (9%) -Through insurance brokers 0 (0%) Notes: Percentages for each question exclude item non-response. Full survey sample size, N = 23. † Respondents were asked to respond on a five-point Likert scale ranging from "strongly disagree" to "strongly agree" for the following statement: "Our state Medicaid department is equipped with the necessary funds and resources to manage the influx of newly-eligible individuals come 2014." We collapsed these categories into three for brevity. * This was not an original option on the survey instrument, but two states answered this, explaining that there would be no distinction between the Medicaid and Exchange enrollment process in their states. Most promising approaches for controlling program costs † -Implementing new payment models and/or new care delivery models 21 (95%) -Expanding Medicaid managed care 12 (55%) -Other* 8 (36%) -Increasing copayments 1 (5%) -Limits on optional Medicaid benefits 0 (0%) -Scaling back Medicaid eligibility for certain groups 0 (0%) -Restricting rates paid to providers 0 (0%)
Proportion of newly-eligible individuals who will be in Medicaid managed care -0% 1 (5%) -1-25% 0 (0%) -26-50% 0 (0%) -51-75% 1 (5%) -76-99% 11 (50%) -100% 9 (41%)
Notes:
Percentages for each question exclude item non-response. Full survey sample size, N = 23. † Respondents were asked to select up to two options for this item. * "Other": approaches included improved fraud-detection, educating providers about cost-effectiveness, and incentivizing healthy behaviors for patients. Predicted impact of the ACA on Medicaid enrollment among previouslyeligible uninsured individuals (the "woodwork effect") -No effect 0 (0%) 0 (0%) 0.17 -Small number of previously eligible individuals will enroll 0 (0%) 5 (42%) -Moderate number of previously eligible individuals will enroll 6 (100%) 6 (50%) -Large number of previously eligible individuals will enroll 0 (0%) 1 (8%)
State has a pre-existing state-or locally-funded insurance program for lowincome adults that will be replaced by the ACA expansion -Yes 2 (33%) 8 (67%) 0.18 † -No 4 (67%) 4 (33%)
Of those with pre-existing programs, percentage of 2014 expansion enrollment expected to come from individuals currently in those programs -Less than 25% 1 (50%) 4 (50%) 0.89 † -Between 25% and 50% 0 (0%) 0 (0%) -Between 50% and 75% 1 (50%) 3 (38%) -More than 75% 0 (0%) 1 (12%)
Likelihood of federal government reducing the match rate (FMAP) in the next decade -Nearly impossible 0 (0%) 3 (25%) 0.02 -Somewhat unlikely 0 (0%) 2 (17%) -Possible 2 (33%) 5 (42%) -Somewhat likely 3 (50%) 2 (17%) -Nearly certain 1 (17%) 0 (0%) Notes: Percentages for each question exclude item non-response. Numbers may not sum to 100% due to rounding. 3 states answering that they expect the Medicaid expansion to be "Budget Neutral" were excluded from this stratified analysis, but are included in the full sample data in reported in Table 3 .
†A measure combining the question on the existence of a pre-existing program with the percentage of enrollment expected from that program also did not differ significantly across the two groups, p=0.21. 
Respondents were asked to select up to two options for this item. Percentages for each question exclude item non-response. Full survey sample size, N = 23. Totals may not sum to 100% due to rounding.
